
For those who decline behavioural and cognitive therapy
or who do not respond fully, the treatment of choice is
antiobsessional drugs, either potent or selective serotonin
reuptake inhibitors.10 About 60% of patients will respond,
with on average a halving of symptoms even in the absence of
depression. Patients may need to be given the highest
tolerable dose for up to 12 weeks to achieve the full response.
In patients with a comorbid tic disorder the addition of a
neuroleptic drug may improve the outcome." Stopping
treatment frequently leads to relapse. To reduce the risk of
relapse patients should continue treatment long term or be
treated with a combination of drugs, behaviour therapy, and
cognitive therapy. Selective serotonin reuptake inhibitors
have some troublesome side effects, such as anorgasmia.
These may be acceptable in the short term treatment of
depression but not when treating a chronic condition such as
obsessive compulsive disorder.

It is not yet known which patients will respond to which
treatnents or whether there is a hard core of patients who
cannot yet be fully treated. For some patients, obsessive
compulsive disorder remains a chronic handicap as severe as
schizophrenia.

Dr Veale is a committee member of Obsessive Action.
Obsessive Action (PO Box 6097, London W2 IWZ, tel 0181 991

9585) is a new charity set up to educate the public and health

professionals about obsessive compulsive disorder, to provide a
network of support for sufferers, and to raise funds for research.
Triumph over Phobia (PO Box 1831, Bath BAI 3YX, tel 01225
330353) is an established charity of lay volunteers who teach patients
with obsessive compulsive disorder and phobias the principles of self
management.
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Domestic violence against women.N.ee. .a.ct.. f d.o. an th hl service

Needs actionfrom doctors and the health service

Two abused women were recently freed from prison
in Britain. Emma Humphreys and Sara Thornton had
previously been found guilty of murdering violent partners
and had received mandatory life sentences. Humphreys's
conviction was quashed by judges in the Court of Appeal,
whose ruling recognised the months of cruelty she had
experienced from her boyfriend, including beatings and
rapes. Thornton's case is pending appeal. In future cases
cumulative abuse will be seen as possible provocation,
allowing a charge ofmanslaughter rather than murder.
The violence that both ofthese women suffered is common.

Mooney found that 27% ofwomen surveyed in north London
had experienced physical injury from their partners or former
partners, while 37% had experienced mental cruelty and 23%
had been raped.' In the 1992 British crime survey, 11% of
women who had lived with a partner reported physical
violence against them in their relationship.2 The continuing
and repeated nature of domestic violence is also well estab-
lished. Eight per cent of women in the north London survey
had been injured during the previous 12 months, of whom
more than a quarter had been injured at least six times during
the year.' A study ofwomen in refuges in England and Wales
showed that almost three quarters had put up with violence
for three or more years.3
Domestic violence carries a risk of death: 40-45% of female

homicide victims in England and Wales are killed by present
or former partners.4 By contrast, only 6% of male homicide
victims are killed by their spouse or a lover. Humphreys
and Thornton might themselves have been killed by their
partners. As well as injuries, doctors should be aware of other
features that are associated with domestic violence. Mental
health and rape are more common among women who have

been victims of physical abuse,5 as are sexual assault health
problems, particularly anxiety, depression, and suicide
attempts.6 Battering may increase during pregnancy,7 and
women experiencing domestic violence are reported as having
an increased rate of miscarriage and low birthweight babies.89
Rates of substance misuse rise considerably after battering
begins,6 and there is a high risk of child abuse among the
children of abused women.5 Women in ethnic minority
communities who experience domestic violence face a double
jeopardy, since the difficulties of securing help may be
compounded by racism.10

Health services lack commitment
The release ofHumphreys and Thornton may indicate that

the legal system has adopted a more positive attitude towards
women experiencing domestic violence, but has there been
progress in other areas? In particular, are doctors beginning to
take on the crucial role suggested in an editorial in the BMY in
1989?"' The response to domestic violence from the police and
social services has improved since the publication of an
influential review by the Home Office,'2 but on the whole,
health services have not shown a similar commitment. This is
despite the report in 1992 of a national interagency working
party on domestic violence, which made important proposals
in relation to health care and other areas.9 The report
recommended that each group of health professionals should
prepare and agree guidelines for good practice in identifying
and caring for victims of domestic violence and that all
accident and emergency staff and all members of the primary
health care team should receive specific training about domes-
tic violence, as well as information about resources for victims.
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Guidelines from the American Medical Association
recommend that doctors should routinely ask all women
direct questions about abuse.'3 The need for this stems largely
from the absence of specific indicators of violence that could
be useful in a clinical setting.'4 In addition, many women do
not spontaneously disclose that they are being battered, and
doctors may feel inhibited about asking. When a protocol for
detecting injuries caused by battering was introduced in an
emergency department in the United States the identification
of battered women among women presenting with trauma
rose from 6% to 30%.'5 The Joint Commission on the
Accreditation of Healthcare Organisations now requires all
emergency and ambulatory care services in the United States
to adopt written policies and procedures relating to adult
victims of abuse.'6 Healthcare guidelines exist in Britain,
such as those published by the Royal College of General
Practitioners'7 and unpublished guidelines from the British
Association of Accident and Emergency Medicine, but they
require implementation.
The recent re-emergence of domestic violence into the

public domain should provoke action in the health service.
Purchasers have a key role in ensuring that providers
implement guidelines for identifying and caring for victims of
domestic violence. A Home Office circular on interagency
working promotes further development of domestic violence
forums, although it does not offer any new resources.'8 But
guidelines alone are not enough. A comprehensive document
produced by the Department of Health and Social Services
and Northern Ireland Office'9 sets out four aims in tackling
domestic violence: to heighten awareness ofdomestic violence,
highlighting domestic assault as a crime; to improve services
for victims; to challenge perpetrators' attitudes and behaviour;
and to improve the information base. Doctors and other

health care professionals must contribute to each of these
aims.
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Only doingmy duty?

The GMC's new guidance on doctors'professional and ethical duties

This week, the General Medical Council publishes its
guidance to doctors on their professional duties.' Previously,
doctors seeking clarification about ethical dilemmas would
have turned to the Council's "Blue Book"2; a thin volume
from which it was sometimes difficult to extract user-friendly
information. This may have contributed to a perception of the
General Medical Council as a grim institution filled with
medical grandees handing out discipline like a Victorian
grandparent.
The "Blue Book" placed little emphasis on relation-

ships in health care and seemed to make ethical dilemmas
somewhat peripheral to good practice. By contrast, in Duties
ofa Doctor good relationships with patients and observance of
ethical obligations become essential elements of medical
practice. This is an important development; by putting ethics
and the doctor patient relationship at the heart of good
practice, a doctor cannot act professionally if also simul-
taneously acting unethically. Professional relations between
colleagues also receive special attention. Most doctors will
already know that they are now duty bound to report
colleagues who appear to be practising incompetently. For
the first time too, there is express statement forbidding
discrimination against each other on any grounds, including
ethnicity and sex.

Instead of a list of possible "offences" and criteria for

"fitness to practise" the new guidance emphasises care and
"duties." The new guidance states that doctors should make
the "care of [your] patient your first concern." Professional
competence is obviously an essential ofgood practice, as is the
need to maintain that competence, but what might be called
the "technoclinical" sphere of health care is recognised as
being only one dimension of good practice. Experienced (and
wiser) doctors, nurses and patients have always known this,
but to have it formally emphasised in a document of this kind
is most welcome.

In fact the document is rather less formal than its pre-
decessor. It comes as four booklets: one as general statement
about professional duties; the other three dealing with
confidentiality, HIVIAIDS, and advertising. Its tone is
direct, addressing the doctor as "you"; the layout is easier to
read, making the messages clearer, although a summary page
at the end of each booklet would have been as helpful as the
index supplied.
The document provides ethical guidance based on core

principles, and not a code of ethics. There are therefore gaps
in the coverage of many common ethical dilemmas. For
example, a difficulty faced by all doctors is the scope of their
duties to third parties. The issue of confidentiality is covered
to some extent but there are other aspects to be addressed.
Different types of doctor-patient relationships give rise to
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